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continued growth within the home care sector. Thus, the organization and delivery of home care have become a major health policy issue in many industrialized countries. 1Y3 Endof-life cancer care serves as a case in point. With the population aging, the growing number of people diagnosed with end-stage cancer, and a large majority of dying patients reporting that they prefer to spend their final days at home, 4Y6 government policies are pressing for more and better care of the terminally ill in the community. 7 One consistently reported predictor of having a dying person be cared for at home is the availability of a family caregiver. 8, 9 Family caregivers are typically responsible for providing most of the physical and emotional care of the patient, for managing complex symptoms in the home, and for organizing and coordinating health services on behalf of the dying person. 10, 11 Often referred to as the ''hidden patients,'' 12 family caregivers are expected to take on more and more of the care that was once provided by nurses in the home, 13 sometimes feeling pressured to do so 14 and ambivalent about it. 15 It is well established that caregiving places considerable burdens on family caregivers. 16Y18 A recent review of the literature highlighted the nature and extent of physical and psychosocial morbidity and economic disadvantage that home-based palliative caregivers experience as a direct result of their caregiving role. 19 Many caregivers experience moderate to severe sleep problems. 20 Research suggests that up to 50% of palliative family caregivers report chronic illnesses of their own, 21 and prevalence rates for depression and anxiety have been reported to be as high as 39% and 46%, respectively. 22 Caregivers report a lack of control over their everyday lives, restrictions on leisure time, and disruptions in personal routines. 23, 24 The economic costs associated with home-based care are also substantial. A study in the United States suggests that family caregivers spend 10% of their annual household income on healthcare costs associated with caring for the terminally ill person. 25 In Canada, estimates suggest that family caregivers contribute about Can $6,000 of unpaid caregiving labor in the final 4 weeks of a patient's life. 26 As more and more of the responsibility for care of the dying is placed on family caregivers, there is growing concern about their ability to cope with the demands of caregiving. 27, 28 Some research has examined the strategies that family caregivers of patients with cancer use to cope with such demands. Hull, 29 for example, conducted interviews with 14 family caregivers of cancer patients and found that creating windows of time for themselves, engaging in social comparison, and using cognitive reformulation helped caregivers cope with and minimize the stress of caregiving. Steele and Fitch 30 assessed the coping strategies of 20 family caregivers of home hospice patients with cancer and reported that keeping busy, thinking positively, and learning more about the problem were the most frequent coping strategies used. Gaining information from health professionals, talking things over with family, and using avoidance and denial to deal with stress are also reported to assist caregivers in coping with end-of-life caregiving. 30Y32 Although these studies provide an understanding of the coping strategies used, only 1 study was found that focused specifically on factors that influence caregivers' ability to cope with providing end-of-life cancer care at home. In a qualitative secondary analysis of interview data from 14 family caregivers of advanced cancer patients, Strang and Koop 33 found that the characteristics of the caregiver (ie, strength from within, self-knowledge, decision-making ability, problem solving and attitudes, values, and beliefs) and the dying patient (ie, accepting his or her impending death, understanding the caregiver's needs, attitudes, values, and beliefs), as well as formal and informal support, facilitated the caregivers' ability to cope. Factors that interfered with the caregivers' abilities to carry on in their circumstances included intrusive help offered by extended family members and lack of coordination and insufficient health services. Findings from this study provide an important beginning point. However, for patients with advanced cancer who wish to be cared for at home and for family caregivers who desire to provide such care, more information is needed if we are to inform the development of health services and interventions aimed at reducing the burdens associated with providing end-of-life cancer care at home and potentially enhancing family caregivers' experiences with care provision. Therefore, the purpose of this investigation was to describe factors that influence family caregivers' ability to provide end-of-life cancer care at home. n Methods Data for this investigation were collected as part of a larger ongoing mixed-method, multisite study examining family caregiver coping in end-of-life cancer care. Sequential triangulation 34 provided the framework for this study, with qualitative methods informing the selection of predictor measures for the subsequent quantitative phase of this study, which aims to answer the overall research question: Why do some family caregivers cope better than others even when under similarly heavy caregiving demands? This article reports on select qualitative findings from the first phase of this larger 3-year study taking place in 3 distinct geographic areas in Western Canada.
An interpretive descriptive approach was used to guide the qualitative portion of this study. This approach acknowledges the constructed and contextual nature of an individual's experience while at the same time acknowledging that shared realities exist within these individual experiences. 35 Interpretive description aims to move qualitative inquiry beyond the level of description to a more abstracted form of interpretation to guide and inform clinical understanding and disciplinary thought. 36 Upon obtaining ethical approval from a university-based human research ethics committee, family members who were actively providing care to a person who was known to be dying from cancer were recruited to participate. Healthcare providers employed by hospice and home care agencies and 2 outpatient pain and symptom management clinics approached eligible family caregivers and informed them about the study. If family caregivers were interested in finding out more about the study or participating, they were asked for permission to release their name to a research assistant who later contacted them to determine their willingness to participate and to obtain informed consent. Purposive sampling was used to guide selection of participants. The demographic characteristics of the 29 caregiver participants are given in Table 1 .
Data Collection
Data were collected by in-depth semistructured interviews. To be eligible for the interviews, family caregivers were those who were currently providing care at home to an adult (a) diagnosed with advanced cancer, for whom the goal of cure was no longer reasonable and the primary goal of treatment was palliative, and (b) who had a life expectancy of 6 months or less. In addition, family caregivers should be (c) at least 18 years old, (d ) able to speak English, and (e) residing in the study settings. Judging the life expectancy of terminally ill cancer patients is known to be inaccurate, with the actual remaining life span usually overestimated. 37 To account for this, we used a Palliative Performance Scale 38 score of 50% or less to screen potential participants and ensure that we recruited family caregivers who were providing a substantial amount of care to the patient. The Palliative Care Performance Scale is designed to assist with prognostication and assess performance status in the terminally ill. It is based on observational or self-report data and has 5 categories, including Ambulation, Activity and Evidence of Disease, Self-care, Intake, and Conscious Level. Within the scale, there are also 11 scale steps ranging from 100% (normal functioning) to 0% (death). The Palliative Performance Scale is a clinically accepted tool with established reliability and validity 39 and was suitable to use given that staff in all of the study settings used it as part of their everyday practice.
An interview guide was used to facilitate conversations with participants, focusing on factors that influenced how they were coping with caregiving. Approximately half of the interviews were conducted and then data were concurrently analyzed to direct the remaining interviews. This approach allowed us to validate our beginning interpretations, specify clarifying questions, and test preliminary findings. Given this approach, only 1 interview with each participant was needed. All of the interviews took place in the participant's homes and lasted approximately 2 hours. With consent, all of the interviews were audiotaped and transcribed.
Data Analysis
Data collection and analysis occurred concurrently. As interview data were collected, they were transcribed and checked for accuracy against the tape recordings. Transcripts were read over many times to identify recurring themes and illustrative examples from the data. Preliminary concepts and themes were developed and used to categorize and code the data. As more data were collected and reviewed, coding categories were revised and refined. All coded data were entered into the computer software package NVivo to organize, manage, and retrieve the data. Investigators coded the interviews independently to identify areas of similarity and difference. Once agreement was reached, a final analytic scheme was devised, providing an interpretive description of the factors influencing family caregivers' ability to cope with providing end-oflife cancer care at home.
n Findings Semistructured interviews revealed a number of issues that influenced these caregivers' ability to cope. These issues (or factors) were conceptualized under 5 broad thematic categories: (1) the caregiver's approach to life, (2) the patient's illness experience, (3) the patient's recognition of the caregivers' contribution to his or her care, (4) the quality of the relationship between the caregiver and the dying person, and (5) the caregiver's sense of security. Findings are supported by verbatim passages from the data.
The Caregiver's Approach to Life
Many of the caregivers described having an ''approach'' to life that enabled them to cope with providing care at home. Caregivers mentioned a ''just-do-it'' attitude that enabled them to get on with the task at hand. These caregivers described themselves as organized, confident, and easily able to take control of a situation. Oftentimes, caregivers compared their caregiving role to other roles that they had previously held and that required similar types of skills. They approached the provision of home care and the resulting challenges in much the same way that they had faced other challenges in their lives, as this wife caring for her husband with esophageal cancer explained:
If something needs doing, you just go do it. You don't sit around and whine about it. Whining gets you nowhere in life. That's always been the way I've been, and I guess that's how I'm coping [with caregiving at home].
The unpredictability of the cancer illness trajectory and the realization that their loved one would eventually die were difficult for some caregivers to cope with. Because of this, caregivers took things ''one day at a time.'' Taking things one day at a time allowed caregivers to cherish each day that they had with the patient and not to get discouraged by the realities that lay ahead. Some caregivers labeled their behavior as ''denial'' but viewed this as a healthy strategy for coping with their caregiving circumstances. Several caregivers advised that those in similar situations should adopt a positive attitude while at the same time recognizing that the ability to cope with caregiving at home can be difficult: I guess [I] just take one day at a time. Just take one day at a time and don't think too far ahead. Think positive and don't get discouraged. It doesn't matter how bad it gets, try not to get discouraged. And sometimes, it doesn't matter how hard you try. We all think that we can do it [caregiving at home], and we all think that we are strong. But sometimes, you break down.
Caregivers who described themselves as coping well with providing end-of-life cancer care at home had the internal resources to cheer themselves on despite the challenges they faced. Even when the work associated with caregiving became overwhelming, these caregivers were able to reframe their thinking to carry on. As this wife explained: These caregivers held a strong conviction that they must ''hold it all together'' for the sake of their dying family member. They felt a deep sense of familial responsibility, evident from a belief expressed by 1 caregiver that ''families look after themselves.'' Some caregivers had made ''a deal'' to care for their family member, and even when the caregiving situation became difficult, they were determined to carry on with caregiving because, as 1 caregiver said, ''If I say I'm going to do something, I do it.''
Most caregivers saw positives in their experiences, and some saw humor in their situations. Even when patient disabilities arose because of the illness, these caregivers were able to see the bright side of things and not always take their situations seriously, as this wife commented:
We [my children and I] have fun. We laugh. The things that come out of my husband because of his receptive aphasia are so funny. Like, I'll say, ''Would you like some crackers for your soup?'' and then I'll say, ''Now I'm squeezing the crackers in your soup.'' And he says, ''Oh, that's enough popcorn.'' Oh, I laugh. There's not a day goes by that we don't laugh. My husband doesn't laugh, but I know he knows we're not laughing at him. It's just so cute, the things that are coming out of his mouth. It's so cute. So, there are joyous moments.
Despite these happy moments, there were some caregivers who did not enjoy the caregiving role but viewed it as something they ''had to do'' and that they ''couldn't walk away from.'' These caregivers felt obligated to provide care, not only because they did not want to abandon their loved one in a time of need but also because they wanted to contribute to a healthcare system that they perceived to be in need of help. One caregiver mentioned not wanting to ''shirk'' his responsibilities of caring for his brother, suggesting that he could help an overburdened healthcare system by not placing his brother in an institution.
Caregivers who expressed a positive approach to life tended to describe their caregiving experiences in a positive way and seemed to cope well with the caregiving situation. These caregivers were able to recognize their limitations and seek advice and help with caregiving early in the patient's disease trajectory and before they became overburdened. They realized that advance preparation was important if they were to continue coping. For example, some caregivers were unsure of their ability to provide ongoing home care and recognized that managing complex symptom issues was beyond what they felt they were capable of handling. Other caregivers were uncertain if they could handle the physical care associated with caring for a person with a debilitating terminal condition. In these instances, caregivers sought advice from health professionals and from people who had been through similar experiences and researched the health and social services that were available to support them. Such preparation allowed caregivers to determine the extent of their abilities and make realistic decisions about their abilities to cope with ongoing care provision.
The Patient's Illness Experience
When asked about the factors that influence their ability to cope, most caregivers said that if the patient was ''doing well,'' they were better able to cope. Caregivers defined the dying person as ''doing well'' when his or her symptoms, such as pain and nausea, were well controlled; when the patient had a healthy appetite and was eating; and when the patient was cognitively intact and could communicate his or her needs. As 1 wife caring for her husband stated: ''If he's better, then I'm much better too. I think that's probably why I've been coping quite well.'' Along with the patient's physical condition, the patients' outlook on the illness also influenced caregivers' ability to cope. Many caregivers commented that coping with caregiving was much easier when the patient was aware of and accepting of their illness, as this husband caring for his wife suggested:
We haven't really talked about death yet, but we know it's there and it's coming. She [wife] has no compunction about being registered for palliative care and she knows that that's coming down the road. She's not pretending that she's not sick or denying it. She's very accepting and [has been in] extremely good spirits the last couple of years for somebody who's faced with this kind of an illness. All of the people we know are quite astonished at how she's conducted herself in a very positive and upbeat way through this looming illness. In many respects that's helpful because she's not going around feeling sorry for herself, or woe is me, or needing to be bucked up or all this kind of stuff. She handles all that very well. She's a very remarkable person in that respectIIt makes it [caregiving] much easier to deal with.
There were times, however, when the patient had difficulties facing his or her illness, and although most caregivers understood the patient's anger and frustrations, dealing with these emotions made the caregiving situation difficult to cope with, as 1 caregiver implied:
My husband knew that he was getting weaker, and that was difficult for him to accept. And he became very angry, and there was kind of a rage in his eyes too. Not so much against me, but against his illness and what this illness did to him. And then of course, his anger turned against me too. Against everybody really. Mainly against meI. That was really, really difficult.
The Patient's Recognition of the Caregivers' Contribution to Their Care
Some of the caregivers felt better able to cope with the demands of caregiving when their loved one recognized and appreciated their caregiving efforts. When the dying person did not take the caregiver for granted and treated the caregiver in a respectful manner, caregivers were motivated to continue providing home care. In these situations, caregivers often referred to the dying person as a ''good patient'' who not only recognized their contributions but also was cooperative with various aspects of care. Caregivers also appreciated when the dying person realized that they needed a break. As this wife suggested, however, getting a break depended on whether the caregivers trusted the patients to look after themselves:
[I said to my husband], ''Okay, you are fine for a while. I'm going to have an out. I'm going to take a small bike ride in the park or go to the library and use the Internet for a little while.'' And he'd be quite okay with that. He said, ''I promise I won't do anything. I'll sit here and I'll wait until you come back.'' I trusted him in this way. He was sensible enough to have the sense to not do anything stupid like that [getting up by himself]I. So, in that way, I was really able to get a break.
Some caregivers admitted that the dying person did not always treat them respectfully or recognize their caregiving contributions. These caregivers found it challenging when they perceived the dying person to be overly dependent on them. The caregivers realized that such dependency often stemmed from anxieties that the dying person had or from a fear of being left alone. Nevertheless, some caregivers felt resentful that the patient did not understand what they were going through and grieved over the loss of the person that once was. As 1 daughter explained: 
The Quality of the Relationship Between the Caregiver and Dying Person
Many caregivers talked about their relationship with the dying person and how this influenced their ability to cope. As the above quoted passage implies, the illness can change the nature and quality of the relationship between the caregiver and the dying person. Sometimes, the illness makes people realize how much they appreciate one another and can make the relationship stronger. As 1 husband said: ''I think we're a little closer. We're talking more about personal things than we did before. Things we used to take for granted.'' Other caregivers said that their relationship with the dying person had been built on mutual love and respect and that these relationship qualities continued to be present throughout the illness. These relationships had a ''give-and-take'' quality whereby, as 1 wife caregiver said, ''If the tables were turned, I know he would do it [caregiving at home] for me.'' Knowing that such reciprocity existed made coping with caregiving much easier for these caregivers.
The illness does not always affect the quality of the relationship in a positive way, nor are all relationships built on mutual love and respect. Some caregivers explained that their relationship with the dying person had always been strained and continued to be so. In some cases, the relationship deteriorated. Because the caregivers' ability to cope is so closely tied to both the patients' outlook and their reaction to the illness, further difficulties that arose between the caregiver and patient made the situation even more difficult to cope with. Some caregivers felt like they were constantly ''walking on eggshells,'' felt nervous in their communications with the dying person, and ''guarded'' in everything that they did around the patient. Other caregivers confessed that they hid their emotions from the patient because, as 1 wife said, ''When he sees me crying, he just gets mad at me [and says], Fwhat the hell's the matter with you? It's not you that's got this problem, it's me.`'' These caregivers lived their lives in a tenuous manner, always needing to be careful of what they said, as this wife described: I basically live on the edge right now. I'm sitting on this little log, and I'm going along, or walking along, and I've just got to be careful which way I turn because I could go right into a quagmire if I say the wrong word. Some caregivers described emotionally challenging situations, such as constantly being blamed for all that was wrong with the patient. These caregivers conceded that caregiving had become increasingly stressful and difficult for them, and in some instances, hospitalization of the patient was required.
The Caregiver's Sense of Security
In addition to caregiver and patient characteristics that influenced the caregivers' ability to cope, caregivers spoke of the importance of feeling secure in their caregiving role. There were 3 things that caregivers mentioned that made them feel secure and better able to cope. First is that they had family and friends who were available to listen and provide practical hands-on help. Second is that they had access to relevant and timely information that was presented in a logical and coherent manner. And third, they felt reassured that the healthcare system would be there to support them when they most needed it.
Almost all of the participants pointed out that having a supportive network of family and friends was crucial in helping them to cope. Having someone to talk with and where they felt listened to and not judged allowed caregivers to continue with what was oftentimes a demanding and thankless role. Caregivers felt fortunate when they found such support and when they could ''empty'' themselves onto 1 or 2 good friends who understood their situations. Caregivers explained that some of their most helpful interactions came from family and friends who were not physically present but communicated by telephone or through e-mail. Caregivers were comforted knowing that family and friends were grateful for the care and work being done. When family and friends were physically present, caregivers were thankful for the practical hands-on help they provided. Knowing that family and friends were readily available to help around the house or help with tasks such as grocery shopping or yard work allowed caregivers to focus their efforts on the dying person without having to worry about some of the more mundane tasks that needed attending to. They felt secure in knowing that if they needed anything, their family and friends would be there to support them.
Family and friends were not always helpful and supportive. Some caregivers relayed situations where family members disagreed with them or disapproved of the decisions they made on behalf of the patient. This was particularly evident with family members who were not very much involved with the patient's care or lacked realistic knowledge of the patient's illness progression. Caregivers struggled to explain details to family members who ''arrived on the scene'' and did not accept the realities of the patient's condition. Other family and friends did not respect the caregiver's boundaries and forged ahead with ideas or changes in patient regimens that were not wanted by the caregiver. Some caregivers felt abandoned by family and friends and were disappointed when their expectations for support were not met. This caregiver explained that people do not know how to deal with death and are uncomfortable with knowing what to say to patients and family caregivers: I'm finding friends that we've known for a long time, they don't come [visit] . They don't phone. They don't know how to react. They don't know what to say when they come [over]. They are afraid to phone in case they say the wrong thing. That has been a hard thing. People that you expected to come and support me and all of a sudden it's as if you have an illness [that] can be catchy, you know? People tend to stay away because they don't know how to deal with it [death].
Access to relevant and timely information also influenced the caregivers' ability to cope. When caregivers were able to access information early in the patient's illness, they felt prepared for what they might encounter as the caregiving proceeded and were secure with this knowledge at hand. Although caregivers wanted more information sooner, some criticized the ways in which it was provided. As this caregiver advised, it is the one-to-one contact that influences their ability to cope:
How can we help caregivers [to cope]? By getting more information to them sooner. When something first happens. Don't give them [the caregiver] a bunch of paper to read. They [healthcare providers] gave me that Palliative Care Manual. I haven't had time to sit and read that thing. [They say to me] ''Well, it's in your Manual.'' ''Oh, is it?'' Go to the people. Sit with the person who's going to be the caregiver. Tell them what they're going to expect, how it's going to affect them. Tell them how you can help them.
Information on how to care for the patient (eg, bathing, toileting, feeding, and managing pain) and on the health and social services that were available to them was most relevant and useful in helping caregivers to cope. Follow-up by health and social service providers on the information that they had provided was also helpful in reinforcing caregivers' understanding of the information.
Many caregivers felt secure knowing that the healthcare system and its providers would be there to support them and answer their questions if needed. Sometimes, unpredictable patient events occurred, like a sudden exacerbation of pain. These incidents were frightening for caregivers. However, many of these caregivers were able to promptly access professional help, such as dispatching an ambulance, calling a community emergency response team, or having a nurse readily available to assess the situation and take necessary action. Prompt response by and practical help from healthcare providers in these instances helped these caregivers to continue coping with the demands of home-based care. Knowing that they were not alone in their caregiving journey and that help was a telephone call away was more important to some caregivers than having healthcare providers physically present. Caregivers were better able to cope with their caregiving when they perceived that help would be readily available, as this caregiver suggested:
She [nurse] phones and says, ''Well, how are the things?'' I think it does help because you're not alone. You feel like there is somebody there if you need them. If you need the help, there is help there. I think that makes it quite a lot [of difference to my coping]. Yes it doesI. There's somebody else that cares, you knowI. If I need something, I can phone and I'll have a help. I'm not the person to phone just for anything. If it's something really serious, then of course I'll either phone or I'll take him to the hospital. But it's there. It's a security more than anything. It's a security. That's the word for it. It's a security.
Although help from the healthcare system and its providers was greatly appreciated by caregivers, such help also influenced caregivers' coping abilities in a less than positive way. Many caregivers, for example, reported that, at times, there were too many healthcare workers coming into the home and that the number of different people involved in the patient's care was hard to keep track of. Instead of home healthcare influencing caregivers' coping abilities in a positive way and enabling caregivers to feel secure, the overabundance of help made things more difficult:
What hasn't helped meI. I guess having so many different people involved. I believe there's 7 to 9
[healthcare workers]I. Now I'm familiar with them. But at the time, it was so many names, so many new people coming and going, and I know my nurse asked me the other day, ''Do you think N. [the patient] needs occupational therapy?'' And I said, ''Oh, no. Let's not go there. Not another person please.'' So on one hand, you're wanting people, [but] on another hand, you just want to be left alone.
Despite these challenges with the healthcare system, most family caregivers were appreciative of the help and support received from the home healthcare system. n Discussion These findings support previous research 21 suggesting that individual caregiver and patient characteristics and support from extended family/friends and the healthcare system play a key role in influencing how family caregivers cope with providing care at home to people dying of cancer. Although the cross-sectional design does not allow us to take into account that coping abilities may change over time, and although it is possible that our participants represent a group of caregivers who were coping relatively well (given they were able to participate in the study), these findings highlight a number of important issues that have implications for practice and future research.
Findings suggest that caregivers who tended to have a positive approach to life were better able to cope with their caregiving demands. Studies in the general population have shown that personality traits such as hardiness (consisting of a sense of personal control, commitment to the people and activities with which one is involved, and perception of change as challenge), resilience (the ability to withstand and rebound from crisis and adversity or to transform disaster into a growth experience and move forward), and optimism (the belief that good things are likely to happen) diminish the negative impact of life's difficult experiences and are protective against the harmful effects of stress. 40Y42 Hardy individuals, for example, are more likely than nonhardy individuals to appraise events as positive and endorse and give more positive self-statements. 43, 44 Hardy individuals are also more likely to use problem-focused and support-seeking coping (ie, adaptive coping), whereas nonhardy individuals are more likely to use avoidant coping. 45 Although this examination did not use measures to assess these personality traits, the caregivers' descriptions of their approach to life would suggest that these personality traits may have played a role in influencing the caregivers' ability to cope. Research into these issues with the end-of-life caregiver population is clearly needed to substantiate this hypothesis. Regardless, these findings suggest that an individualized approach to assessing the coping abilities of family caregivers would assist in predicting how they might cope with home-based caregiving. With this information, healthcare providers would be better able to determine the type and amount of health services needed to help caregivers who wish to continue Caregivers' Ability to Provide End-of-Life Care at Home Cancer Nursing TM , Vol. 31, No. 1, 2008 n 83 providing home care and would alert them to potential problems that caregivers might have. Strategies to assist caregivers in recognizing their limitations and encouraging them to seek assistance when needed could also be considered, as well as empowering caregivers to reframe their thinking about the caregiving situation. However, research suggests that personality traits remain predominantly stable throughout one's life. 46 Therefore, it is questionable whether reframing interventions would help those caregivers who are having difficulties coping. Such interventions, such as encouraging caregivers to ''think positively,'' might also have a detrimental effect on those caregivers already challenged by the demands of caregiving. Like the findings reported here, studies have shown that the caregiver's well-being is closely linked to the well-being of the patient. 47 When the patient is aware of and accepting of their illness, this can make things easier for the entire family. 48 The relationship between the patient and caregiver has also been cited as important in creating a positive coping environment for caregivers. 21 Of concern in these findings were caregiver reports of disrespectful and sometimes emotionally difficult treatment of them by the dying person. Although these reports were few and most caregivers tolerated such behavior, it made coping difficult. It is unlikely that intervention from the healthcare team would substantially change already emotionally charged relationships between patients and family caregivers, and indeed, the illness experience may exacerbate any preexisting relationship tensions. However, healthcare providers can play an important role in supporting family caregivers and in pointing out to dying patients the important contributions that their family caregivers make. Moreover, health professionals should be alert to the potential of relationship issues surfacing and be prepared to make referrals to appropriate counseling services should caregivers desire them.
It is well established that social support is an important indicator of the health and well-being of family caregivers. 49 Caregivers in this study were appreciative of the support given by family and friends, particularly with hands-on practical help and with having somebody available to listen, whether in person, by telephone, or through e-mail. That the caregivers encountered unsupportive interactions with family and friends is not surprising given the discomfort that many people continue to feel toward death and dying. Broad-based public education strategies to encourage better understandings of death and dying have been promoted and implemented. 50 At the individual provider level, however, we can do much to inform and teach family and friends about the ways in which they can help and support family caregivers. Sometimes, it is simply that family and friends do not know what to say or do when faced with supporting dying patients and their family caregivers.
Finally, previous research has also shown that support from the healthcare system and its providers can influence caregivers' coping abilities. 14, 28 For the most part, these caregivers reported that the help received influenced their coping in a positive way. This finding is somewhat contrary to previous research that has exposed some of the problematic issues that home-based caregivers can face with the healthcare system and its providers. 13Y15 Some of this previous research has been with bereaved family caregivers. It is possible that active caregivers are less likely to criticize the health system for fear of retribution. On the other hand, positive appraisals of care and support received by providers of the health system may indicate the tremendously good work being done by nurses and others on the front-lines to support dying patients and their family caregivers.
n Conclusion
Research has demonstrated that, if given a choice, most people would prefer to die at home. For many patients diagnosed with terminal cancer, dying at home is realistic only if a supportive family member is available to care for them. Family caregivers play a central role in providing endof-life cancer care at home. Understanding the factors that influence the caregivers' abilities to cope with the home caregiving process is an important step in informing nurses and other home healthcare providers to help ameliorate the burdens associated with caregiving and anticipate problems that may arise.
